MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH S .63—-045988

DEFARTMENT OF PUBLIC HEALTH AND WELFAR 8
Registratiol ict Reglstration District N 1003 11441 STATE FILE NUMBER
panorwr e | IS Y 2 2R Reshrsion Dt e ——Rogiars o,
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceared tved. If institution: Residence belore
a. COUNTY a. STATE Mo. b, COUNTY admission)

b. CITY [{f outside corporate limits, give TOWNSHIP anly] Length of stay in 1b <. CITY Inside Limits

TOWN St. Louis, Missouri ToWN St., Louis Yes X1 No (]

c. FULL NAME OF {If NQT in hospltsl, give location) Inside Limits d. STREET (If cutside, give lacation) Reside on Farm
HOSPITAL ADORESS

NenTOtON RARNES HOSPITAL Yes® No[d 3933 Finney Yes O NoX)
. NAME OF DECEASED Firsy Middle Last 4. DOAJE Manth Day Year

(Type or print}
Albert L. Sanders CEATH  November 16 1963

5. SEX 6. COLOR OR RACE 7. Morried 8 Never Married [] [8. DATE OF BIRTH | ¥ AGE (lps? birthday) | IF UNDER 1 YEAR IF UNDER 24 HR
b{ale Negro Widowed [ Divorced [ 3/10/1903 60 Months | Days Hours | AN,

10a. USUAL OCCUPATION [Give kind of work dene | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and stare or coeuntty) | 12. CITIZEN OF WHAT COUNTRY

donsTrdetor "™ ™ "™ [Tgarel Brothers Cabol Ark. U. 5. A

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF I;USBAND OR WIFE

John Sandars ettie McIntosh Loonetta Sanders
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address
(Yes, no, ar unknown) | {If yes, give war or dates of servic:

No lo Leonetta Sanders 3933 Finney

18. CAUSE OF DEATH (Enter only one cause per |ine INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

IMEDIATE cause o) Cercinoma of stomach 3 mons.

V5 300
Rev. 4/59

V | DATE AMENDED
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Canditions, if any, DUE TO (b)
which gave rise 1o

above cauie (a),
tati 1h: der-
lying " covse lest.]  DUE TO (<) / 5-/ X

lying cause

PART i1, OTHER SIGMIFICANT CONDITIONS CONTRIBUTING 10 DEAIH but aot related 10 the rterminal PART (Il If deceased was female  wan
diyease condirion given in PART i [a)} there a pregnancy in last 90 days.

rﬂ You l O Ne I O Unknown

19 WAS AUTOPSY | 20a. ACCIDENT _ SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in PART | or PART 11 of item 18.)
PERFORMED? ] ] 0]
Yih{l NO DD
20c. TIME OF Houl Month, Day, Year

INJURY a.m.
p.m.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD QF

20d. INJURY OCCURRED 20a. PLACE OF INJURY [e.g., in or about home, 204, CITY, TOWN, OR LOCATION COUNTY
" WHILE AT WORK [] form, factory, street, offics bldg., el .
NOT WHILE AT WORK [J

21. | atended the detessed from. 10/27/6? m__lu]_é!_éLand last saw ‘g, alive on 11 -/1 6/63
ladge, f th tated.
Death occurred m__% M ( ~ m on the date stated sbove, and to the best of my knowledge, from the cauvses stal

223. 51 E, (Degree or title) lﬁmﬁﬁ HOSPIT 22(: D TE 51 NEO
iy Z o M >>‘/ M.D. AL 1/17/63

!
T3a. BURIAL, CREMATION, ' 23b. DATE T. NAMOF CEMETERY OR CREMATORY 73d. LOCATION {City, tawn, or county) S1are)
REMOVAL {Specity)

amoval Nov 22, 1963 |  Washingtopn Fark Gemeler St, Lﬁqu:.s County Mo,

24, /FUNERAL DIRECTOR , ADDRESS 25. DATE RECD. BY LOCAL 24. REG R'S SIGNAT
%Z%M’/ 1221 N. Grand Blvi. NOV 19 1063

{Litansed Embalmer’s Statament on Reverse Sida)

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

4

8Y AFFIDAVIT OF

ITEM NO.




S (Pt Y

STATEMENT BY lICENSED EMEALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by i - Student Embalmer No.

working under my personal supervision.

Student | Signed (Oﬁd.ﬂ-r E)- W

Signature of Student Embalmer

‘Licensed Embalmer No. 5’ &I

“y _ P.O. Address =y, ﬂ/ﬁn’mj%

L p

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in ‘his’OWN HANDWRITING. (Failure to comply
with the above consmules grounds for revocation of license},

If embalmed by a STUDENT he “also shall sign in his OWN handwrmng

If this body is not embalmed, fact should be sa stated above.
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